Prolonged neutropenia is generally thought to be the major factor for invasive pulmonary aspergillosis (IPA). In the present study, we characterize the frequency, severity, and duration of neutropenia that immediately precedes IPA. Prolonged neutropenia was identified in only one third of all IPA cases and occurred exclusively in hematologic patients.
Twenty years ago, Gerson et al [1] demonstrated the importance of prolonged neutropenia (PN) as a risk factor for invasive pulmonary aspergillosis (IPA). The notion that PN is the major factor for IPA is a view that persists in textbooks and review articles [2] . Although PN strongly predisposes to IPA, our clinical experience called into question the current relative importance of PN. A reappraisal of the importance of PN is clinically important for at least 2 reasons. First, the identification of novel risk factors for IPA has, by definition, diluted the relative importance of PN. Second, the widespread use of previously unavailable diagnostic modalities has broadened the clinical spectrum of IPA by allowing for the identification of patients with IPA who would have previously gone unrecognized. Our goal in the present study was to characterize the frequency, severity, and duration of neutropenia that immediately precedes the diagnosis of IPA. In addition, in view of the fact that corticosteroids (CS) are known to have a major impact on both neutrophil number and function [3] , we also analyzed CS use in these patients. [4] were met and a peripheral blood absolute neutrophil count (ANC) was drawn within 3 months before IPA diagnosis. Neutropenia was defined as ANC < 500. The duration of neutropenia was calculated for all patients with ANC < 500 at least once during the 3 months before IPA onset. The onset of neutropenia was defined as the first day in which ANC was <500. The final day of a neutropenic episode was marked by either the onset of IPA or 2 consecutive ANC values >500. Due to the retrospective nature of our study, we did not have access to a complete set of ANC values before IPA onset. As a result, we were unable to determine the precise date of onset of neutropenia for some patients. When the date of onset of neutropenia could not be determined precisely, the duration was recorded as the range of possible days. The final day of neutropenia was marked by either the onset of IPA or 2 consecutive ANC > 500. Neutropenia was categorized as prolonged when >10 days. Galactomannan was considered positive when ≥0.5 in serum or bronchoalveolar lavage specimen. Profound neutropenia was defined as ANC < 50. Patients were classified into the following categories of immunosuppression: hematologic malignancy or bone marrow transplant (HM/BMT), solid organ transplant (SOT), or Other. One patient met criteria for both HM/BMT and SOT. Nine years after kidney transplantation, the patient was diagnosed with a hematologic malignancy. He was initiated on chemotherapy and developed IPA 2 months later. Due to the temporal association between initiation of chemotherapy and IPA, the patient was analyzed in the HM/ BMT group. For each patient, the medical record was reviewed for details regarding CS administration during the 6-month period before IPA onset. Corticosteroid exposure, expressed in milligrams of prednisone equivalents, was calculated as the average daily dose during the 3-weeks before IPA onset. Prolonged CS use was defined as CS use ≥0.3 mg/kg per day for ≥3 weeks. The data are presented as medians with interquartile ranges and as frequencies with percentages for continuous and categorical variables, respectively. Continuous variables were compared with the Mann-Whitney U test; categorical variables were compared with either Fisher's exact test (n < 5) or χ 2 (n ≥ 5) test.
METHODS

Patients hospitalized at Massachusetts General
RESULTS
In total, 324 patients were included in the present study (201 HM/BMT, 41 SOT, and 82 Other). Demographic details of the patients are shown in Table 1 . Based on EORTC criteria, IPA cases were classified as proven in 101 patients (31.2%) and "probable" in 223 patients (68.8%). Neutropenia (of any duration) preceded IPA in 147 (45.4%) patients and was significantly more common in the HM/BMT (67.7%) cohort compared with SOT (12.2%, P < .0001) or Other (7.3%, P < .0001). In 5 patients with neutropenia, we were unable to determine whether the neutropenic episode lasted >10 days. Thus, amongst 319 evaluable patients, PN was present in 108 (33.9%). Amongst evaluable patients with proven IPA, PN was identified in 29.6%. Prolonged neutropenia was significantly more common in HM/BMT (54.8%) compared with SOT (0.0%, P < .0001) or Other (0.0%, P < .0001). No cases of PN were identified in the SOT or Other cohorts (Table 2) . Sufficient data to calculate whether CS use was ≥0.3 mg/kg per day for ≥3 weeks were available in 308 patients, of whom 146 (47.4%) had prolonged CS use ( Table 3 ). The prevalence of prolonged CS use was significantly lower in patients with PN compared with those with neutropenia of shorter durations (29.0% vs 62.5%, P < .001). Prolonged neutropenia, prolonged CS, or both were present in 220 (71.9%) of 306 evaluable patients and occurred more frequently in HM/BMT (83.5%) than SOT (47.4%, P < .0001) or Other (54.1%, P < .0001) ( Table 1) .
DISCUSSION
Although early studies on IPA emphasized PN as the most important risk factor for IPA [1] , recent data suggest that neutropenia is present in only half of all IPA patients [5] . However, prior studies have differed in the ANC value used to define neutropenia and in the time interval considered before diagnosis. The latter point is important because some studies have defined neutropenia according to the ANC on the day of diagnosis with IPA [5, 6] . This approach underestimates the importance of neutropenia because it fails to include patients with a recent episode of neutropenia that has resolved by the time of IPA diagnosis.
In the present study, we had access to detailed clinical information, including ANC values several months before IPA, Abbreviations: ANC, absolute neutrophil count; HM/BMT, hematologic malignancy or bone marrow transplant; SOT, solid organ transplant. a The denominator for the data listed above refers to the number of evaluable patients within each immunosuppressive cohort. Prolonged neutropenia: ANC < 500 for >10 days. Profound neutropenia: ANC < 50. * P < .0001 for comparison with HM/BMT.
which allowed for a more granular understanding of the frequency, severity, and duration of neutropenia that predisposes to IPA. Neutropenia preceded the onset of IPA in fewer than half of all cases. Prolonged neutropenia was identified in one third of all patients ( Table 2 ). Non-HM/BMT groups comprised 38.0% of all IPA cases, but these groups contributed only 7.5% of neutropenic with no cases of PN. Even amongst hematologic patients, the prevalence of neutropenia was less than anticipated, occurring in just over half of patients. This finding has important clinical implications. First, risk factors other than neutropenia appear to play an important role in predisposing the host to IPA. In our study, amongst hematologic patients, prolonged CS use was significantly more prevalent in patients without neutropenia compared with their neutropenic counterparts. Although a steroid-induced neutrophilic leukocytosis is one plausible explanation [7] , the observed relationship between CS use and neutropenia applied only to the hematologic group and, in fact, the inverse relationship was observed in nonhematologic patients. Second, the absence of neutropenia should not dissuade the clinician from considering the diagnosis of IPA. This is particularly applicable to the nonhematologic patient, because PN was not found to precede the diagnosis of IPA in this population.
CONCLUSIONS
In most studies [5, 6] , neutropenia is reported as a risk factor for IPA if ANC < 500 at the time of IPA diagnosis. This approach fails to include patients in whom the ANC has only recently increased above 500 after a period of neutropenia. Our review of all ANC values during a 3-month period before IPA onset allowed us to determine the prevalence of neutropenia with greater resolution than prior reports and represents a major strength of the present study. Furthermore, our ability to confidently rule out neutropenia was strengthened by our decision to exclude patients without a pre-IPA ANC value. For the present study, we used the EORTC case definition of IPA. These criteria classify a case as probable IPA only in the presence of a well defined risk factor for invasive fungal infection. Because clinicians are taught that patients with neutropenia are predisposed to IPA, diagnostic tests for IPA are likely used more frequently in neutropenic patients compared with those without neutropenia. The fact that nonneutropenic IPA cases might be more likely to go undiagnosed has the potential to overestimate the prevalence of neutropenia in patients with IPA. In our cohort, 10 patients failed to meet inclusion criteria solely on the basis of their absence of EORTC risk factor criteria. We conclude that although prolonged neutropenia is widely recognized as the major risk factor for IPA, ANC < 500 for >10 days was identified in only one third of patients with IPA in our study.
We believe that this finding should lead to a reassessment of the risk factors for IPA and open the way to a broader approach to consideration of the diagnosis of this disease in immunosuppressed patients presenting with pneumonia. 
